Psychological reactions to injury
The speed and extent of recovery from any injury depend on many different factors. The nature and extent of the injury, the degree of pain, and the degree of subsequent disability are crucial; the personality of the affected patients, the history of previous trauma and loss in their lives, and their financial security and employment prospects may also influence subsequent adjustment. Although reactions to injury vary greatly, certain constellations of symptoms recur.
Traumatic and life threatening events produce various symptoms over and above any physical injury. Anxiety, intrusive memories, emotional numbing, and flashbacks are all common sequelae and important components of post-traumatic stress disorder.3 ' Sudden, intense, dangerous, or uncontrollable events are particularly likely to lead to such problems, especially if accompanied by illness, fatigue, or mood disturbances.5 Awareness under anaesthesia is an example of such an event.
Most accidents, and most medical accidents, do not produce post-traumatic stress disorder in its pure form. The long term consequences of the event, in terms of pain, disability, and effect on family relationships and ability to work will be much more important than the initial incident, and depression is a more usual response. Whether people actually become depressed and to what degree will depend on the severity of their injury; the support they have from family, friends, and health professionals; and various other factors. 6 7 Studies of people involved in serious accidents (for example, road traffic accidents) suggest that 20-30% of patients experience long term psychological impairment.' 8 9 Accidental injury during treatment, although little researched, also seems to produce serious psychological symptoms. Vincent et al reported a study of patients injured during surgery and involved in or considering litigation.'0 Damage to organs and nerves, perforations, and wound infections accounted for most of the injuries, the consequences of which were both sustained and severe. The overall effect on the patients, as judged by them, was considerable and included increased pain, disability, psychological trauma, and effects on their work and social lives. The patients frequently experienced disturbing memories, depression, and anxiety. Three quarters of them considered that the incident had had a severely detrimental effect on their life. first she could not really take in this information or comprehend the full implications -"we were just in total shock." Polly had been taken to intensive care, and when she came back to the ward it took a long time to convince Mrs Farr that she was actually her child. After she returned home with Polly, Mrs Farr hid herself away and pretended everything was all right. It was some weeks before she telephoned a friend and told her "Polly's brain damaged." She said that this was one of the worst things that she had to do.
For the first eight months of Polly's life Mr and Mrs Farr had very little professional help. They had the usual paediatric check ups, seeing registrars who "didn't want to know about Polly," and an "absolutely hopeless" health visitor. They desperately wanted more information and to talk to other people who had children with similar disabilities. They had no idea what to expect or what kind of future Polly might have. After eight months Mrs Farr joined a small support group of mothers and children with similar problems run by a physiotherapist who "became my lifeline." Otherwise, she was extremely isolated, apart from nightly telephone calls to her mother.
In the first years of Polly's life Mrs Farr cried constantly and blamed herself for everything. She felt that "they'd taken away the baby I should have had and I'd been given Polly." It seemed to her that her real baby had died and she was grieving for the child she had never had. She felt that Polly would be better off dead and on many occasions threatened to kill both herself and Polly. Mr Farr would leave the house each morning knowing that they both might be dead when he returned. The physical demands of caring for Polly coupled with the anguish and threats of suicide all but destroyed the marriage. There was no improvement in Mrs Farr's mood for three years until she became pregnant again and Polly started school. Until then Polly needed 24 hours attention and she felt "totally trapped."
Mrs Farr copes remarkably well with the enormous physical and emotional demands of caring for Polly. However, she is constantly on edge and finds it almost impossible to relax. "Always in the back of my mind there's something I have to do. I dream about this -I'm always in a panic, always disorganized and out of control." She does everything possible to make Polly's life as good as it can be, but "even now I don't really feel bonded to Polly -I just care for her."
After five years the hospital finally admitted liability. Although no one had ever suggested Mrs Farr was to blame, she felt intensely ashamed and guilty before that. Finding out that Polly was injured during the labour has eased some of these feelings and, for the first time, offered some prospect of compensation and help for Polly.
Most of Mrs Farr's problems face all mothers of seriously handicapped children. The grief at the loss of the child that was expected combined with the grinding responsibility of 24 Surgeon B, whom the patient liked and trusted, was away when the time came for the colostomy to be reversed a few months later. The next operation, by surgeon C, was "another fiasco." After a few days there was a discharge of faecal matter from the scar, the wound became infected and the pain was excruciating, especially after eating. Mrs Long persistently asked if she could be fed with a drip, but the nursing staff insisted she kept eating. For two weeks she was "crying with the pain, really panicking -I just couldn't take any more." She was finally transferred to another hospital, where she was immediately put on a drip and a liquid diet.
A final operation to repair the bowel was succesful but left her exhausted and depressed. She began to recover her strength only after a year of convalescence. Three years later she is still constantly tired, irritable, low in spirits, and "I don't enjoy anything any more." She no longer welcomes affection or comfort, in fact, she prefers to be alone. She feels that she is going downhill, becoming more gloomy and preoccupied. "I feel that I was strong at the time of the operation but now I'm just crumbling." Mrs Long's scars are still painful at the time of her periods. Her stomach is "deformed" and she feels much less confident and attractive as a result. As her depression has deepened she has become less interested in sex and more self conscious about the scar. Three years later the trauma of her time in hospital is still very much alive. She still has nightmares about her time in hospital and is unable to talk about it without breaking into tears. She feels very angry and bitter that no one ever apologised to her or admitted that a mistake had been made.
Case 2 -Asphyxia during labour: effect on the mother Mrs Farr's daughter Polly, now six, has severe cerebral palsy after an injury at birth. Polly's intellectual abilities do not seem to be seriously impaired, but she is severely physically handicapped.
After the birth Mrs Farr was told that Polly had sustained an injury to her brain, but at Even the best and most sympathetic care can lead to unexpected difficulties. After one avoidable stillbirth a full explanation was offered and the parents were given extensive support. In a final interview the parents expressed their gratitude to the staff. However, the mother was left with a sense of emptiness and frustration:
I sometimes think it would have been better if I had had somebody to hate. As it was everybody said how sorry they were and I couldn't even get angry even though my baby had died.2' A common theme of interviews with injured patients is that none of the professionals involved in their care appreciated the depth of their distress. In many cases outright psychiatric disorders were missed. Risk managers, clinicians, and others can ask basic questions without fear of "making things worse." The case histories illustrate some of the most common reactions and experiences of people with depression and post-traumatic stress disorder. Other crucial areas of inquiry are feelings of anger, humiliation, betrayal, and loss of trust -all of which are commonly experienced by injured patients.
CONSIDER COUNSELLING OR PSYCHOTHERAPY
A proportion of patients are probably sufficiently anxious or depressed to warrant formal psychological or psychiatric treatment. Although it is important that a consultant is involved in giving explanations and monitoring remedial treatment, expecting the staff of, say, a surgical unit to shoulder the burden of formal counselling is unrealistic. They have neither the time nor the necessary training to deal with the more serious reactions.
A referral to a psychologist or psychiatrist may be clearly indicated but must be carefully handled. Injured patients are understandably very wary of their problems being seen as "psychological" or "all in the mind." This may be especially true of referrals to a psychiatrist who may (however unfairly) be seen as dealing with mental illness rather than simply offering support and treatment. In a large trust a specialist counsellor may be warranted. This would benefit both injured and traumatised patients and the staff who care for them. Whoever the therapist, it is fundamental that he or she accepts the reality of the patient's injury and does not attempt to explain the patient's reaction away on the basis of past psychological problems. Some patients report that their therapist found it extremely difficult to talk straightforwardly about injuries caused by treatment.
In some circumstances a therapist or counsellor not connected with the trust or practice concerned may be better. Clearly this is necessary if the patient no longer trusts the staff who cared for him or her, but it may help even when the staff are continuing to care for the patient. As the example of the stillbirth above shows, a patient may be unable to disclose the anger they feel when the staff are also distressed. One of the great values of an outside therapist is that the patient can safely rage, break down, and admit to violence and irrational feelings in safety and without fearprovided the therapist has the necessary qualities of equanimity and acceptance.
INFORM PATIENTS OF CHANGES
Patients' and relatives' wish to prevent future incidents can be seen both as a genuine desire to safeguard others and as an attempt to find some way of coping with their own pain or loss. The pain may be ameliorated if they feel that because changes were made at least some good came of their experiences. Relatives of patients who have died may express their motives for litigation in terms of an obligation to the dead person to make sure that a similar accident never happens again, so that some good comes of their death.
The implication is that patients should be informed if changes have been made as a result of the error and if retraining of staff or disciplinary action is to be instituted. Although some patients may regret that the changes were made too late for them, most will appreciate the fact that their experience was understood and acted on. However, letters from administrators not involved in clinical work, stating simply that "the necessary steps have been taken to prevent a recurrence" clearly do not convince and often fuel people's anger.25 OFFER COMPENSATION Injured patients need help immediately. They need medical treatment, counselling, explanations, but they often need money as well. They may need to support their family while they are recovering, to pay for specialist treatment, facilities to cope with disability, and so on.
For example, Mrs Farr's life would have been immeasurably improved with an early, properly structured settlement providing her with facilities to care for her daughter and with respite care. In less serious cases an early award of a few thousand pounds to provide private treatment, alterations to the home, or additional nursing may make an enormous difference to the patient both practically and in their attitude to the hospital. Clearly, ethical reasons exist for offering compensation when a patient has been injured: it should be seen as part of continuing care. There are also sound financial reasons: help someone at an early stage and the trust or general practitioner will face lower legal bills and much smaller claims for pain and suffering. 
